VEDI CARE PAYMENT ADVI SORY COMM SSI ON

PUBLI C MEETI NG

Ronal d Reagan Bui | di ng
| nternational Trade Center
Hori zon Bal | room
1300 13th Street, N W
Washi ngton, D.C.

Thur sday, April 22, 2004
10: 09 a. m

COWMM SSI ONERS PRESENT:

GLENN M HACKBARTH, Chair
ROBERT D. REI SCHAUER, Ph.D., Vice Chair
SHEI LA P. BURKE

AUTRY O V. "PETE" DeBUSK
NANCY- ANN DePARLE

DAVI D F. DURENBERGER
ALLEN FEEZOR

RALPH W MJLLER

ALAN R NELSON, M D.
JOSEPH P. NEWHOUSE, Ph. D.
CAROL RAPHAEL

ALI CE ROSENBLATT

JOHN W ROWE, M D.

DAVID A. SM TH

RAY A. STONERS, D. O

MARY K. WAKEFI ELD, Ph.D
Nl CHOLAS J. WOLTER, M D



AGENDA | TEM

Publ i ¢ comment

MR. KALMAN: Hello, ny nanme is Ed Kalman. |' m general
counsel for the National Association of Long-term Care Hospitals
and | have two comrents | would |ike to make. Wth regard to

slide three which was a conpari son of Medicare expenditures to
different sites of care, acute hospitals and other post-acute
levels of care I1'd like to note that the long-term care hospital
PPS system has a short-stay policy. That is the standardized is
not applicable to all patients. CM has stated in the preanble
to its update rules that that's approxi mately 50 percent of the
patients.

So therefore, in setting forth Medi care paynents to these
providers | would think it would be inportant that the entire
paynent system be referenced. For acute hospitals paynent equals
the standardi zed tines the weight and certain other adjustnents.
For long-termcare hospitals that's not the case. It's the
standardi zed anount times the weight and a short-stay policy. So
| woul d hope that you woul d consider that.

My second comment goes to the discussion on rehabilitation
which | thought was quite constructive. It is the case that
there are long-termcare hospitals that are comrunity resources,
and this is nostly freestanding |ong-termcare hospitals, that
serve rehabilitation patients, both sick rehabilitation patients
and conprehensive rehabilitation patients. D srupting themin
their communities could have significant adverse effect on
patterns of care. | want to underscore to you so you understand
that. That neans patterns of care as to crossover patients,
because these institutions take care of |ong-stay patients many
times that are on the juncture between Medi care and Medi cai d,
which is not a very hospitable place to patients. You' re going
to be discussing that this afternoon.

| do think, however, that the notion that these patient
shoul d be paid the appropriate rate is extrenely inportant. Wen
you discuss that in that portion of the chapter I would hope you
woul d have sone consideration to allowing these facilities to
continue and to be paid for these patients and an IRF PPS rate in
rehabilitation units within their hospitals, for which there is a
need for congressional authority.

Oherwise, I'd like to state our association's conplete
agreement with the notion that there should be clearly-defined
criteria. W' re very happy that the staff has chosen to
reference the Q Gs as a vehicle and note that they can get up and
runni ng very soon.

Thank you very nuch

MR. LAUGHLIN: Good afternoon, I'm Rod Laughlin. 1'm
presi dent of Regency Hospital Conpany in Atlanta, CGeorgia. W
operate 11 hospital -in-hospital LTCH hospitals around the
country. | want to address the issue that these patients are
routinely treated in the short-termacute-care hospitals.

It really gets back to your definition of treatnment. | can



| ook, and | do routinely every day when | decide where to | ook
for an opportunity to build a new LTCH hospital, | pull the
MedPAR data and | ook at all the discharges for Medicare and
commercial and everything else, and I |ook by Iength of stay and
by DRG. There are about 175 different DRGs that an LTCH woul d
typically treat so | can routinely access that data for people
who stayed 15 days or nore, 20 days or nore, and what have you.

What | find that's proven true in | ooking at hundreds of
hospitals across Anerica is that 2 percent to 3 percent of their
med- surg discharges will fall into the 175 DRGs that an LTCH
could treat, and if you look at 15 to 20 days or |onger, that
group of people will have an average |length of stay of between 24
and 26 days. It happens so often using those paraneters that
it's just amazing.

What that nmeans is that depending on the size of the
hospital that we're dealing with, there are routinely 200 or 300
patients in that hospital that could benefit, apparently, by
being in an LTCH, because they have sone nedical condition, often
just sinply multisystemfailure which is very difficult to treat,
that means they don't respond in the short-term hospital.

What we have found in the LTCH that nakes a difference in
the outcone -- and by the way, I'mgetting an average of 55
percent to 65 percent of these patients hone, |I'm sendi ng anot her
25 percent to SNF or rehab as quickly as they're nedically strong
enough to go. W are losing 11 percent to 12 percent, which is
substantially better than the industry average of about 30
percent, and we're getting those peopl e hone because of the
nursing hours and the respiratory therapy hours and the
mul tidi sciplinary programwe're applying.

| amdelivering, and Mutual wll verify the fact that we
have the hi ghest case-m x index of the patients in the country.
| have hospitals routinely just under the new PPS systemtreating
al.4toa l.65 case-mx index, which is very, very high. W're
sel ecting the sickest patients we can find fromthe post-hospital
and anybody el se who refers in that comunity, and we're getting
a substantial group honme. But it's because | deliver eight to 12
nursing hours per patient day. And that's not aides. That's al
i censed people -- based on the acuity of the individual patient.
| also deliver five hours of respiratory therapy per respiratory
day and two hours at PT/OTl and speech across the total patient
days. We run this program seven days a week. It doesn't slack
off on the weekend. W're selecting very, very sick people and
we're getting great results.

| believe that these criteria are the right direction to go
because they will elim nate sone abuses that | know very well,
being in this industry, in certain LTCH hospitals. The PPS
systemis also going to elimnate sonme abuses and change behavi or
over time in the future.

What | would say to you today is, | don't know how you can
make these decisions wi thout getting the data on outcones.
Conmi ssi oner DeParle said, | would be willing to pay nore for
better quality. Wwen | started in the LTCH business in 1992,
obviously | saw that it was about saving short-term hospitals
some noney for patients that don't fit their m ssion, that



require things they're not set up to provide. But what | have
come to understand is that a properly-run clinical programin an
LTCH can get great outcones for people and give themtheir |ives
back.

| f you just throw noney at the short-termacute PPS w thout
requiring a change in the way those hospitals treat these
patients, you won't get a difference in the outcone for people.
| amin the LTCH business and |I' m passi onate about it because
|"ve seen people get their lives back that were not responding
even though they were in sone of the best tertiary care hospitals
in Arerica. It's that 2 percent to 3 percent that we need to
| ook at differently and I applaud you for going through the
studies to get this information.

Thank you.

MR. HACKBARTH. Ckay, we'll reconvene at 1:30.

[ Wher eupon, at 12:45 p.m, the neeting was recessed, to
reconvene at 1:30 p.m, this sane day.]






